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the elbow should be performed only if the spinal or other
disease is in a quiescent state, and if the elbow disease is
causing constitutional mischief or irritation.
We pass now to the operation itself, and we shall best con-

sider the operation of excision under certain heads.
1. What is the best incision? The best incision is one

made along the posterior aspect of the joint, a little to the
inner side of the middle line. In the adult an incision of
about five inches long is usually sufficient, but you never
can do any harm by making it longer in the superficial
parts, because it is of great consequence to have the deeper
parts thoroughly exposed. In cases where there is a wound
or sinus, or sore, it is convenient to include that in the
incision. For instance, if on the lateral aspect you have
such a wound or sinus, you may sometimes modify your
incision by taking a curve so as to include the sinus or
wound. If this be upon the anterior aspect of the joint, you
must not of course include it. The great advantage of the
straight incision is that it allows you to split the attach-
ments of the muscles, more especially that of the triceps. If
you divide the muscles transversely, the result afterwards
is not so satisfactory as regards the strength of the arm.

2. The textures to be avoided. Now, the principal
textures to be avoided in excising the elbow are-the ulnar
nerve, as it lies over the inner condyle, and the brachial
vessels in front. The best way to avoid these structures is
to make your incision in the first instance quite down to
the bone, and then in your dissection to keep the point and
edge of your knife close to the bone, taking care to divide
all the muscles where inserted in the longitudinal direction,
and as close to the bone as possible. In fact, it is a good
rule to separate and cut away a piece of the periosteum
along with the muscle. The structure which is most likely
to be injured is, as you know, the ulnar nerve. Of course,
in ordinary cases, if you can see it, and draw it aside, you
prevent any risk of injury. But sometimes, especially in
cases of extensive synovial disease, you will find it im-
possible to see it, and therefore you must keep your knife
close to the bone, and turn the parts aside, and if you
do this carefully there is very little risk. But sup-
posing it to be injured by accident during the operation, or
destroyed in the progress of disease, you should search for
the divided ends, and stitch them together with catgut.
The fact that the nerve is injured, or has been divided in
the operation, does not necessarily interfere with the use-
fulness of the arm, and is not sufficient to make you perform
amputation. Then, as to the periosteum. It has been
proposed, as many of you know, to perform the operation
subperiosteally, as it is termed. In regard to this operation,
I would say that it is quite right, in cases where you require
to remove a very large amount of bone, to preserve as much
as possible of the periosteum. But in an ordinary case, I
would not advise you to retain the periosteum, except at
the points where the muscles are cut away ; because if you
leave it the growth of new bone is generally too excessive,
and you do not obtain a thoroughly movable joint.

3. How much bone is to be removed ? If you are ope-
rating in a case of injury, you must remove the whole of the
injured bone, and, if you have to remove a large amount oj
one bone, you must endeavour to compensate for this and
only take away a small portion of the other bones, or none
at all in some cases. If you are operating in a case oj
disease where one bone is more diseased than the other,
you must compensate by taking away less of those bones
which are not diseased. I advise you to act upon this prin
ciple. Having freely exposed the bones with the incision
already mentioned, you examine the amount of injury 0]

disease, or the condition of the anchylosis, and take awa
as much as necessary to remove the injured or diseased por
tion, or, in the case of anchylosis, to cause a good gap be
tween the ends of the bones. When you have done this
you should hold the arm in the’straight position, and deter
mine that there is an interval of at least an inch and a hal
between the ends of the bones of the arm and forearm. I
you have not that amount of separation, you should take 1
slice off one or other of the ends of the bones, as may b
most convenient. In addition to this you should determine
that the arm moves freely, that there is no locking, and that
in fact, you have taken away sufficient to allow of prope
mobility. In some cases, where the disease is extensive
you may find that there is a wider interval. There may b
two inches, or even three inches, but you should not hav
less than one inch and a half. In some cases of anchylosis
my colleague, Dr. Watson, has suggested an operation, b;

means of which he removes through one lateral incision the
lower end of the humerus and its condyles, without inter-
fering with the radius and ulna, so as to preserve as much
as possible the attachment of the triceps and other muscles.
I have done a similar operation by means of two lateral in-
cisions, and I think that the two lateral incisions give you
more room, and you expose the bone more readily. Note
this therefore, that in certain cases of anchylosis you may
get an excellent result by one or two lateral incisions and
by removing only a sufficient amount of the end of the
humerus. In connexion with the rerroval of the bone, a
point to be attended to is that in cases of anchylosis you
should always ascertain that the head of the radius is
movable, and not fixed to the ulna. If it is fixed, it inter-
feres with pronation and supination, and the connexion
between the two bones should be divided with the bone-
forceps or saw.

4. The after-treatment. When the excision has been per-
formed, the arm should be placed in a position midway
between flexion of the elbow at right angles and extension.
If you like you may place the arm upon an angular splint
of some kind, so as to keep it steady. But in this school
our custom is to adjust the limb upon a pillow only. We
have next the important point of movement to be attended
to. As soon as the wound is healed, or nearly so, you should
begin carefully to make flexion, extension, pronation, and
supination ; but, even if the wound is not healed, you should
not delay beyond a fortnight these movements. These
movements should be carried on for a considerable time-for
months it may be, until the arm becomes stronger. It will
frequently happen that for several months the arm is weak
after excision-in fact, until the divided muscles acquire
their new attachments and become shortened. If they
continue weak after this time you will find that friction and
the application of galvanism are often useful in strengthening
the arm. It will sometimes occur that you have too great
mobility after this operation. This may be owing to the
fact that too much bone has been removed, or that the
new attachments of the muscles have not taken place
satisfactorily, or that some of the muscles have become
atrophied. In such cases, if friction and galvanism do not
do good, some little mechanical support will often be useful
to steady the elbow, and will cause the arm to be very
useful. Should there be any tendency for the muscles or
other soft textures to contract and interfere with proper
mobility of the arm, extension by means of a weight will
be found useful in counteracting it. In one case of the kind
lately in the wards this treatment was found to be most
successful.

! The question of re-excision may require to be considered.
. Thus, re-excision may be required for two conditions-

either for anchylosis, which has resulted from the former
; operation, as in the case of the boy upon whom we operated
. lately ; or it may be required for an extension or return of

disease. In both cases you must carry out the operation
upon exactly the same principles as in any ordinary excision

. performed for the first time.

LYMPHADENOSIS WITH BROWN PIGMENTA-
TION OF THE SKIN.

BY G. E. PAGET, M.D., F.R.S.,
PHYSICIAN TO ADDENBROOKE’S HOSPITAL, CAMBRIDGE.

(Case reported by Mr. J. K. FOWLER, House-Physician to
the Hospital.

THE interest of the following case lies chiefly in what was
incidental to it. The patient, when admitted, appeared to
present a typical example of lymphadenosis. Dusky dis-
colouration of the skin, characteristic of Addison’s disease,
came on while he was in the hospital, when he had been
affected with the lymphadenosis about two years, when he
was gradually losing strength and the glandular enlarged-
ments were extending. Before the patient’s death the pig-
mentations had become very manifest, and for two months
had been so well marked as to have been pointed out by me
to students as characteristic, not of the lymphadenosis, but
of Addison’s disease. Their absence from the face and backs
of the hands may perhaps be accounted for by the man’s not



. 259

being exposed to direct sunlight. Increasing weakness con- death. The masses of axillary glands grew to the size of
fined him to the ward and mostly to his bed. large oranges, and on either side above the clavicle were
On post-mortem examination, the suprarenal bodies were enormous nodular swellings, made up of many small glands,

, 
’ 

.. .’ j. -n . . one larger than the rest lying over the trachea in thefound perfectly normal in every respect. But the semilunar one larger than the rest lying over on admission beneathepisternal notch. The dulness noted on admission beneath
ganglia and solar plexus were involved in a closely aggre- the left clavicle gradually increased in area, extending from
gated mass of enlarged lymphatic glands. the right edge of the sternum across the left pectoral region
From these facts, as well detailed below by Mr. Fowler, to the axilla. Over this region the breath-sounds became

two inferences may be fairly drawn :-1. (Certain) That, in fainter, and were at last inaudible. ,

Addison’s disease, the peculiar discolouration of the skin is 
On Sept. 23rd, he complained of pain in the left side, andAddIson.s disease, the peculiar ISCO ouratIOn 0 the e s m. IS on auscultation a pleuritic friction-sound was heard. The

not due immediately to the disease of the suprarenal bodies percussion-note at the left base was dull, and the vocal
per se. 2. (Highly probable) That it is due to extension of fremitus diminished.
disease from those bodies to the sympathetic nervous centres After he had been in the hospital about a month patches
in their neighbourhood. of brown pigmentation began to appear in the loins, on the
Other published observations go far to establish the latter 

abdominal and thoracic walls, and in the flexures of the
..... arms and legs, but none could be found about the mouth.

proposition as a sure fact. And if it be a fact, it is the more These patches very gradually increased in size and number,
interesting, because it is not likely to be an isolated fact in their colour at the same time changing from a yellowish to
the agency of the nervous system. It points to this system a dark brown, resembling in all respects those met with in
as the agency through which are produced the dark areolae Addison’s disease. About the beginning of December the
of pregnant women, and the brownish discolourations of areola of the left nipple began to enlarge, and its colour

other arms ,. the skin seen fre uentl in re nanc and 
became dark brown ; the right areola at this time was notother parts of the skin seen frequently in pregnancy and altered in any way, but before death it also had become

occasionally in other cases without obvious cause. discoloured, but not nearly to the same extent or degree as
L. P-, aged thirty-seven, a railway labourer, married, the left. It was noticed, too, early in December that the

with seven children, was admitted into Griffith ward on integuments of the left side of the thorax felt hard and

September 2nd, 1878. He stated that he had generally brawny, the patient himself complaining of a feeling of
enjoyed good health, and had never been laid up by any tightness about the part. His breathing now became more
illness. His habits had been intemperate; he had drunk difficult, and on Dec. 2nd he had an attack of dyspneea,
freely of beer. When his illness began he was living at lasting about two minutes. On the following morning, the
Brandon in Norfolk, but for the last thirteen months had urine was found to contain a small quantity of albumen.
resided at St. Ives, Huntingdonshire. Whilst there he had The edge of the liver was now perceptible below the
followed his present occupation, but previously he had been umbilicus, and the spleen could be felt below the edge of
a coachman. Two years before his admission his health the ribs. He had lost flesh and strength, and was markedly
had begun to fail, and about that time he had noticed cachectic. About Christmas he rallied for a fortnight, but
a small hard swelling just above the left clavicle. This this was followed by increased dyspneea, from which he-
had been increasing in size ever since, and fresh swellings gradually sank on Jan. 19th.
had gradually become evident around it. Shortly before The treatment at first tried was compound tincture of
the swelling made its appearance he became troubled with chinchona in drachm doses three times a day, with cod-liver
perspirations. At first slight, these soon became so profuse oil, and subsequently tincture of belladonna and oxide of
as to compel him to leave his employment as a coachman, zinc were given to check the sweating, but without much
from fear of taking cold whilst waiting on the box. Four benefit. Bromide of ammonium in ten-grain doses, and
months before admission he noticed a lump in the left axilla, iodide of potassium in five-grain doses thrice daily, were
and a week ago a gland in the right axilla began to enlarge. then tried with like result. In December he was ordered
He had never suffered from epistaxis. two grains of phosphate of zinc, and the dose was gradually
Condition on admission.-A fairly nourished man, without increased to five grains three times a day. Nine grains of

obvious appearance of cachexia. The tongue was clean; quinine pill were also given daily at 8 P.M., and under this
bowels open regularly; appetite good; skin moist. No treatment the excessive sweats nearly ceased, but no other
cough or dyspnoea. He complained much of feeling weak, amendment ensued.
and of irritation on the palms of the hands and soles of the A utopsy (Jan. 23rd).-On opening the thorax an enormous
feet. The skin was of a dirty hue, and there were marks of mass of enlarged glands, weighing 41 lb., was found filling up
scratching on several parts of his body. The axillary glands the anterior mediastinum and upper half of the left side of
were enlarged on both sides. On the left they formed a the chest. The left lung was almost collapsed, the main
mass as large as a hen’s egg; on the right, about the size of bronchus being pressed on by enlarged bronchial glands.
a walnut. The glands in both supra-clavicular fossae were The right lung was slightly emphysematous, but otherwise
enlarged, but here also the left side was the more affected. normal. Right lung weighed 35 oz., left 12 oz. There were
Besides these, smaller tumours could be felt in the following about 4 oz. of serous fluid in the left pleural cavity, and
places: beneath the occiput, along the sterno-mastoids, at recent lymph on both its surfaces at the base. On both
the bend of the elbows, and in both groins. None of the sides of the spine a chain of enlarged glands was found
swellings were painful, tender, or red. Where many glands beneath the pleura. In the same situation a number of
were enlarged, as on the side of his neck, they could be felt small, raised, subpleural lymphoid growths were seen. On
as distinctly movable. The chest expanded fairly. The the pleural surface of the ribs, close to their articulation with
percussion-note was slightly flatter over the left pectoral the transverse processes of the vertebrae, small, ivory-looking
region than over the right; a few crepitant rhonchi were projections were found. The heart weighed 12 oz. ; valves
audible at the base of the right lung. The cardiac sounds normal; some post-mortem clots were found in the right
were normal. The hepatic dulness began at the fifth rib auricle and ventricle. The enlargement in the left supra-
in the mammary line, and extended downwards about four clavicular fossa and posterior triangle of the neck consisted
inches and a half. In the mid-sternal line it reached to of about thirty glands of various sizes. Some of these
within two inches of the umbilicus. The splenic dulness passed beneath the sterno-mastoids. On the right side the
measured four inches in the axillary line. The urine was glands were fewer in number, and had not grown to the same
acid, of specific gravity 1020, deposited lithates, and was extent as on the left. The occipital, cervical, submaxillary,
free from albumen. On examination of the blood, about axillary, epitrochlear, and inguinal glands, were all enlarged.
thirty white corpuscles were seen in a field which should The glands were hard and fibrous on section, and of a
contain only five or six. yellowish-white colour. There was no softening of the
During the night he perspired profusely; these perspira- centres, but a creamy fluid exuded on pressure. The liver,

tions continued almost unchecked through nearly the whole much enlarged, weighed 88 oz. There were no appearances
of his illness; on some nights they were so profuse as to of any new growth. Beneath the capsule of the spleen a
compel him to change his shirt five or six times. The number of greyish-looking disseminated nodules were seen,
temperature on admission was 99’4&deg; F. Every evening there and on section it was found to be studded throughout with
was a rise of between three and four degrees, with a hard yellow growths, about the size of peas. Its weight was-
morning remission, the range being from 99&deg;-100&deg; to 103&deg; 31&frac12; oz. The kidneys were enlarged ; therightweighed8ioz.,..
or 104&deg;. The enlargement of the glands in all parts of his and the left 9 oz. No appearance of any new growth was.
body was progressive from the time of his admission to his found on the mucous membrane of the stomach or intestines,
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The mesenteric glands were enlarged. On attempting to
trace down the splanchnic nerves to the solar plexus, they
,Were found to run into one mass of enlarged retro-peritoneal
glands lying in front of the spine. The semilunar ganglion
and solar plexus were entirely involved in this mass. The
ganglion could not be found. The suprarenal capsules
appeared normal in every respect.

Dr. Creighton kindly examined, microscopically, the
splanchnic nerves, but found them healthy. Sections of
the enlarged glands, under the microscope, presented the
appearances usual in similar cases.

ON THE TREATMENT OF LUPUS BY
ERASION.

BY R. CLEMENT LUCAS, B.S. LOND., F.R.C.S.,
ASSISTANT SURGEON TO, AND DEMONSTRATOR OF OPERATIVE

SURGERY AT, GUY’S HOSPITAL.

IN the summer of 1875 my attention was first directed to
a method of treating lupus advocated by Professor Volk-
mann, of Halle, which was said to effect unusually good
results. At the same time it happened that a case pecu-
liarly appropriate for determining the comparative merits of
different methods of treatment was placed under my charge;
and since then, chiefly by the courtesy of my colleagues, I
have had very considerable opportunities of treating this
disease.

It is not a little remarkable that this method of treating
,lupus, which has become general throughout Germany,
should have attracted so little attention in this country.
Beyond the cases brought before the Clinical Society by
Dr. Squire, I am not aware that any cases have been pub-
lished, or that any surgeon has recorded his experience of
the value of Volkmann’s treatment. It has not yet been
noticed in any surgical text-book, and the authors of the
addresses on Surgery delivered annually before the British
Medical Association have been either unaware of it or have

thought it unworthy of mention.
Before speaking of the cases in which I have employed

this method of treatment it would be as well to indicate the
class to which it is applicable; and this seems especially
necessary, inasmuch as the term lupus, which was at first
applied figuratively to any disease which gradually ate
away the soft parts, has been slowly undergoing limitation
in its application, and therefore becoming more definite
in its meaning.

Since Willan and Bateman, at the beginning of this
century, attempted to restrict the term to particular ulcera-
tions about the face, an almost innumerable series of
varieties have by various authors been described, and many
divisions have been suggested, according to the stage or
condition of the lupous process. But the division which
has taken most hold on the profession is’that of Rayer, into
Lupus exedens and Lupus non-exedens. This was generally
accepted by the profession, and became the basis of all
clinical teaching. It made its way into every medical work
on the subject, and is at this time still the division found in
nearly all our surgical text-books. Against the continuance
of these terms I wish most emphatically to protest, and I
trust they may soon be considered as much out of date as
the still older noli me tangere. Apart from their general
awkwardness, they simply express stages of a process,
or differences in the rate of progress of the disease ; but a
better reason for their discontinuance is that under the
severer term have been included the effects of a totally
distinct disease. It is not too much to say that almost every
case of extensive ulceration of the face, to which the term
" exedens" might with good reason be applied, has its originin syphilis, either hereditary or acquired. In proof of this
I may mention that two years ago, Dr. Hilton Fagge, iu
revising the catalogue of skin diseases in the Museum oj
Guy’s Hospital, found it necessary to remove the greate]
number of models labeled Lupus exedens, and place then;
under the head of tertiary syphilis. When the term ’’ exedens’
was introduced these destructive changes were not reco
gnised to be the result of syphilis, and now that they ar(

excluded from the category of lupus there is no necessity for
the continuance of the term. To this fact I would par-
ticularly direct attention, that true lupus is an exceedingly
slow disease, which, even when ulcerating, takes many
months or even years to destroy one ala of the nose; whereas
tertiary or late syphilis progresses much more rapidly, and
is far more destructive in its effects. It is because these
syphilitic affections of the nose, lips, and palate are treated
for lupus that we see the terrible ravages sometimes made
by syphilis in its later stages.
A case of this kind I brought before the Hunterian Society

about four years ago. A girl, eleven years of age, showing
by her teeth and eyes characteristic marks of hereditary
syphilis, had lost the bridge of her nose, her soft palate,
and the eyelids of her right eye by syphilitic ulceration.
Her upper lip was ulcerated and enormously thickened, and
the glands of her neck enlarged and ulcerating. Yet under
the internal administration of iodide of potassium and grey
powder, and the local application of mercurial lotions and
ointments, these various affections rapidly subsided, and I
was afterwards able to perform a plastic operation for the
restoration of the eyelid.
A still worse case came under my care in Guy’s Hospital

in the summer of 1877. A child about the same age had lost
almost the whole of her nose, which was fringed by fungating
granulations, the whole of her soft palate and a large part
of the hard were destroyed, and the ulceration was still ex-
tending. The upper lip was greatly thickened and ulcerated.
She was blind with both eyes from interstitial corneitis, and
deaf with both ears. But under anti-syphilitic remedies the
ulcerative process was completely arrested.
About three years ago a man aged thirty-eight came among

my out-patients at Guy’s Hospital, suffering from destruc-
tion of his nose and septum up to the nasal bones, extensive
ulceration and thickening of the upper lip, and loss of the
soft palate. He had been elsewhere under treatment during
two years for lupus ; but in six weeks, under anti-syphilitic
remedies, the ulceration was completely arrested, and I after-
wards performed a plastic operation for the restoration of
his nose. He had acquired syphilis about twenty years
before, and had since married and become the father of five
apparently healthy children. I have mentioned these cases
to indicate one of the classes formerly included under the
term "lupus exedens," and to justify my very strongly ex-
pressed opinion that this misleading term should be entirely
disused. Practically, any case where there is a rapidly
destructive change going on, and especially if the bones are
affected, should be regarded with suspicion of syphilis.
We have to thank Hebra for greatly simplifying the ver.

bose and redundant nomenclature of lupus, for he has shown
that the many varieties described by authors under the
terms tumidus, exuberons, exulcerons, exfoliativus, maeu-
losus, tuberculosus, hypertrophicus, rodens, vorax, fungosus,
serpiginosus, scrophulosus, psoriasiformis, are all simply dif.
ferences in the stage, position, or mode of development of
the same disease to which he has given the name lupus
vulgaris. The general characters of this affection are now
well recognised. Commencing as little masses of cells in
the subpapillary layer of cutis, where it may be seen to ex-
tend along the bloodvessels, or beginning, probably, in many
instances, in the rete mucosum, it appears on the surface as
little yellowish-brown or brownish-red spots about the size
of pins’ heads, which distend the cuticle, and, extending and
coalescing, may reach the size of sixpences or shillings
without further change. More commonly, however, the
tubercles undergo degenerate changes before acquiring any
great size. Sometimes they shrink and desquamate; at
others they ulcerate, and, fungating granulations occupying
their place, a lupus ulcer is formed. Not unfrequently the
patch is complicated with pustules, and in some instances,
whilst healing on one side it spreads on the other, giving
rise to a serpiginous sore not unlike what is often seen in

syphilis. The disease is essentially a growth of small cellsincapable of higher development, and as it is superficial and
of limited area, local treatment, as might be supposed, is
L most efficacious in its cure. Yet it must be allowed that
internal remedies, such as cod-liver oil, iron, arsenic, and
iodide of potassium, are often of great service, and, in

union with stimulating ointments, may, in mild cases, effect
.. a cure. But too frequently much valuable time is lost, and
the disease is allowed to spread, owing to active local treat-
ment being postponed.
. The following case came under my care in the autumn of
last year. A. K-, a servant, aged thirty-two, had


